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. to Those Who Served 




Foreword 



Few Army activities are subject to closer scrutiny than those of protecting 
the health of the troops and binding up the wounds of those who have borne 
the battle. As in the matter of feeding and clothing, the general public has well- 
established civilian standards against which it can measure the efficiency of 
those responsible for the Army’s medical service. When conducted with speed 
and professional competence this service is a source of comfort to both the man 
in uniform and his family and friends; when it fails to equal or excel the system 
of medical care to which American society is accustomed it is subject to imme- 
diate and strong protest from a people able and willing to criticize. The success- 
ful conduct of a military medical service therefore requires not only a knowl- 
edge of contemporary civilian medical practice but also administrative talent 
capable of adjusting the demands of the public and the medical profession to 
the Army’s needs in time of war with the minimum of friction. 

This is the first volume of a series which relates the hospitalization and 
evacuation experience of the Army in World War II. It should prove enlighten- 
ing both to military men directly or indirectly concerned with the Army’s 
medical service and to that large group of doctors and hospital administrators 
who daily face policy and management problems similar to those recounted 
here. 



Washington, D. C. 
25 June 1954 



A. C. SMITH 
Major General, USA 
Chief, Military History 




Introductory Note 



The medical histories of the Civil War and the First World War which were 
published under the auspices of earlier Surgeons General contain lengthy 
descriptions of hospitalization and evacuation in rear areas. The present volume 
therefore continues the Army Medical Service’s tradition of presenting a detailed 
account of these operations during a great war. 

The contrasts between World War II and earlier wars in matters of hospitali- 
zation and evacuation are of course striking. The Army provided — at a maxi- 
mum — more than twice as many hospital beds in the United States in 
World War II as it did in World War I, although curiously enough the number 
of beds in the zone of interior hospitals of World War I was very little larger 
than that in the Federal rear-area (“general”) hospitals of the Civil War. The 
process of transporting and regulating the flow of patients to these hospitals in 
World War II differed in important respects from the methods used earlier. Yet 
despite these — and many other — changes, real elements of continuity existed. 
The convalescent hospitals and specialty centers, which became outstanding 
features of the World War II hospital system, existed on a smaller scale in World 
War I. The horse-drawn ambulance of the Civil War gave way to the motor 
ambulance of the two world wars, but hospital trains carried large numbers of 
patients in 1864 as in 1918 and 1945. Even the use of airplanes for transporting 
Army patients in the United States, an important factor in evacuation during 
World War II, had its small beginnings in World War I. 

These observations are not meant to imply that the recent changes in 
hospitalization and evacuation outside the combat areas were less numerous or 
important than the features which remained essentially the same. They are 
merely a reminder that the full meaning of this volume can only be grasped if 
it is read with some knowledge of earlier events. Even without this background, 
however, readers who now or in the future are engaged in the work of hospitali- 
zation and evacuation should find much in the account to help them build on 
the achievements and avoid the pitfalls of the past. If the book serves that pur- 
pose, the work of the author and his assistants will be amply justified, as will the 
interest of the many officers and civilians who responded so freely when called 
upon for their personal knowledge of the events described. 

The author of Hospitalization and Evacuation, 'one of Interior, Clarence McK. 
Smith, is a graduate of Newberry College, South Carolina, has an M.A. degree 
from Harvard, and except for a dissertation, has completed the requirements 
for a Ph.D. degree at Duke University. He taught history at Newberry College 
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from 1940 until he entered the Army in World War II. During the war he 
served as an officer in the Medical Administrative Corps of the Army. From 
1946 to 1954, he was a member of the Historical Division of the Office of The 
Surgeon General. 



Washington, D. C. 
1 1 January 1955 



GEORGE E. ARMSTRONG 
Major General, U.S. Army 
The Surgeon General 




Preface 



This volume is one of several planned for a series on the history of the Med- 
ical Department of the United States Army during World War II. It deals 
primarily with the logistics of hospitalization and evacuation. As used here, 
therefore, the term “hospitalization” means all of the instrumentalities — 
buildings, equipment, supplies, and personnel — which directly served sick and 
wounded soldiers ' in the attempt to restore them to physical fitness; and the 
term “evacuation” includes all of the means necessary to move patients from 
one place to another, whether from the battlefield to a hospital in the rear of 
combat zones, or from one hospital to another in the United States. The pro- 
fessional care of patients is not discussed in this volume; this subject will be 
treated fully in other studies being prepared by specialists in the various fields 
of medicine and surgery. Nor are details of the internal administration and 
operation of hospitals and evacuation units described here except to the extent 
necessary to explain the evolution of general policies and practices affecting 
the system of hospitalization and evacuation as a whole. Also, this volume 
confines itself almost entirely to events in the zone of interior (that is, the 
United States). This approach excludes any account of overseas hospitaliza- 
tion and evacuation operations, but not a discussion of the plans and prepara- 
tions for them in the United States. Hospitalization and evacuation in theaters 
of operations will be covered elsewhere in this series. Treatment in this volume 
of the evacuation of patients from theaters to the United States might seem 
illogical unless the reader understands that the Army considered this operation 
a function of the zone of interior. 

While hospitalization and evacuation are closely related, each is a compli- 
cated operation within itself. For simplicity and clarity they are treated in this 
volume as separate subjects, the first three parts dealing with hospitalization 
and the fourth with evacuation. Any account of hospitalization and evacuation 
involves some consideration of such elements as supplies and personnel. This 
volume therefore necessarily overlaps to some extent the subject matter of other 
volumes planned for this series. An effort has been made to keep such duplica- 
tion to a minimum, with the result that some subjects may seem to have been 
slighted and others — such as the services of the Red Cross in hospitals — over- 
looked. Fuller information on these topics will be found in other volumes being 
written by the Army and by other agencies. 

1 A system of hospitalization and evacuation for army animals was also maintained by the Med- 
ical Department, but was of small dimensions and is not dealt with in this volume. 




Though many agencies of the War Department were involved in the actions 
required to provide the Army with hospitalization and evacuation services — 
the War Department General Staff, especially its G-4 Division; the offices of 
The Surgeon General, the Air Surgeon, and the Ground Surgeon in Washing- 
ton, and of surgeons of local commands elsewhere; the headquarters of the 
Army Ground, Air, and Service Forces; and the offices of chiefs of various tech- 
nical services — emphasis has been placed in this volume on the work of The 
Surgeon General and his Office. While the history is not written with any con- 
scious partiality for the viewpoint of The Surgeon General, it is written from 
his vantage point. There are several reasons for this approach. Most important 
is that The Surgeon General by tradition and directive is the chief health officer 
of the Army, and it is to him that the public looks when matters of health and 
medical care are concerned. A more practical reason is that the records of the 
Surgeon General’s Office were more readily available than those of the offices 
of other surgeons. Finally, concentrating upon activities of the Surgeon Gen- 
eral’s Office is a very useful means of limiting the scope of this work and of giv- 
ing it focus, without excluding consideration of actions affecting hospitalization 
and evacuation by agencies on higher, parallel, and lower levels of authority. 

This volume is based almost entirely on records filed in various collections 
under the jurisdiction of the Department of the Army. With minor exceptions 
the author had free and unlimited access to them. Because of The Surgeon 
General’s decision not to request “top secret” clearance for historians, the 
writer was not permitted to use the few files retaining that classification. This 
limitation is believed to have been of little consequence, because most of the 
once top-secret documents cither had been given lower classifications or had 
been declassified altogether by the time they were needed. The author was also 
denied access to files of The Inspector General containing confidential com- 
plaints made to his representative during inspections of individual installations, 
but reports of more general inspections and investigations of hospitalization and 
evacuation by the chief medical officer on the staff of The Inspector General 
were made available. Compared with the records actually used, those to which 
access was denied are probably insignificant in quality as well as quantity. 
Publicity already given to the “tons of documents” through which one must 
search in the preparation of a volume of this kind makes it unnecessary to com- 
ment further on that subject. 

Because of the nature of the source material for this volume, the form of its 
footnotes may appear unconventional to some readers. The following general 
observations will help in understanding them. Normally, a document is first 
identified by its type, file number (in some instances), sender, addressee, date, 
and subject. Its location is then given by indicating the collection of files and 
the specific folder in that collection in which it is found. The security classifica- 
tion of documents is not given. 

Numerous technical terms have been used in this work, despite an earnest 
effort to avoid employing words and phrases in a manner understood by mem- 
bers of the military establishment but not by general readers. As a rule, tech- 
nical terms and general terms given a special meaning by the Army are ex- 
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plained when they are first introduced in the text. Abbreviations have been 
used freely, especially in the footnotes. In most instances they are those author- 
ized by the Army. Reference to a list of abbreviations at the end of the volume 
will help the reader interpret many of them. 

The problem of how to designate Army officers whose ranks changed from 
time to time has been settled by giving the rank an officer held at the time of 
the action discussed. An effort also has been made to mention at some point in 
the work the highest rank an officer held during (but not after) the war. 

A word of caution is in order about the statistical data in this volume. They 
were compiled from documents used in wartime operations, and further investi- 
gation by statisticians may eventually result in figures that are somewhat dif- 
ferent. Nevertheless, it is believed that any variations will be inconsequential 
and will not diminish the historical significance of the data used here. 

It is impossible to acknowledge in detail all of the help which the author 
received in the preparation of this work. Many acknowledgements will be 
found in footnotes throughout the volume. As for others, the author is especially 
indebted to Miss Zelma E. Mcllvain and Mr. Hubert E. Potter for their 
assistance. Miss Mcllvain did the major portion of research for Part Four and 
prepared preliminary drafts for much of Chapters XXII, XXIII and 
XXIV. Mr. Potter assisted in research for parts of Chapters XXII, 
XXIII, XXIV and XXV, and prepared preliminary" draffs for certain portions 
of them. In addition, he assisted the writer immeasurably in obtaining impor- 
tant, hard-to-find documents. 

The author is also indebted to the entire stall of the Historical Unit. Mrs. 
Josephine P. Kyle, Chief of its Archives and Research Branch, and her staff 
were indefatigable in searching for and locating not only large blocks of files 
but also individual documents requested by the writer. Typists of the Admin- 
istrative Branch spent many weary hours making extracts from documents and 
typing drafts and final copies of chapters. Editorial clerks of this Branch pre- 
pared the tables in this volume and carefully checked and rechecked the 
manuscript before it w r as finally submitted for publication. My colleagues in 
the Historians Branch, and especially its chief, Dr. Donald O. Wagner, who 
supervised the preparation of this study, reviewed the manuscript and made 
many helpful suggestions for its improvement. The Armed Forces Institute of 
Pathology prepared the organization charts, under the supervision of Miss 
Sylvia Gottwerth, formerly of the Historical Unit. Finally, Col. Joseph H. 
McNinch, MC, Col. Roger G. Prentiss, Jr., MC, and Col. Calvin H. Goddard, 
MC — successive chiefs of the Historical Unit — gave the author and his assist- 
ants unflinching support, especially by their scholarly attitude toward the 
preparation of this volume. 

A word of appreciation is also due to many persons outside the present Sur- 
geon General’s Office. Many officers who participated in events discussed in 
this volume — now retired or serving in other assignments — gave the author 
valuable help. Those interviewed usually spoke freely and frankly of their ex- 
periences. Others made excellent critical comments on drafts of chapters 
submitted to them for review. The information which they thus furnished was 
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especially helpful in filling in the background of important documents and 
events. The names of many appear in footnotes throughout the volume, but 
two deserve special mention here — the wartime Surgeons General, Maj. Gen. 
James G. Magee and Maj. Gen. Norman T. Kirk. The author is also grateful 
for criticisms and editorial assistance from Col. Leo J. Meyer, Deputy Chief 
Historian, Office of the Chief of Military History, and from members of the 
Editorial Branch of the same Office. 



Washington, D. C. 
10 March 1953 



CLARENCE McK. SMITH 
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PART ONE 

HOSPITALIZATION 
DURING THE EMERGENCY PERIOD 
8 SEPTEMBER 1939—7 DECEMBER 1941 




Introduction 



The State of Army Hospitalization , 1939 

When President Roosevelt proclaimed 
a “limited national emergency” on 8 Sep- 
tember 1939, just one week after Germany 
invaded Poland, the Medical Department 
of the United States Army was operating 
7 general hospitals and 119 station hospi- 
tals. Five of the general hospitals were lo- 
cated in the United States — Walter Reed 
at Washington, D. C.; Army and Navy at 
Hot Springs, Ark.; Fitzsimons at Denver, 
Colo.; Letterman at San Francisco, Calif.; 
and William Beaumont at El Paso, Tex. 
The other two were in overseas posses- 
sions — Tripler in the Hawaiian Islands 
and Sternberg in the Philippines. Of the 
station hospitals 1 04 were on Army posts 
in the United States and Alaska, while the 
remainder were divided among the Philip- 
pine Islands, the Hawaiian Islands, and 
the Panama Canal Zone. Each station hos- 
pital was designated by the name of the 
post on which it was located and each 
general hospital, except one, was named 
for a deceased medical officer. Hence, sta- 
tion and general hospitals in the United 
States in both peace and war, as well as 
those in overseas possessions in peacetime, 
were called “named hospitals.” 

Station hospitals and general hospitals 
had different functions. The former served 
local and ordinary needs, usually receiv- 
ing patients from stations w r here located 
and treating those with minor ills and in- 
juries only. General hospitals, on the other 
hand, were designed to serve general and 
special needs. By transfer from station 



hospitals they received patients who suf- 
fered from severe or obscure diseases as 
well as those who needed complicated 
surgery. 

Capacities of named hospitals depend- 
ed largely upon troop populations served. 
Other factors also influenced their capac- 
ities, such as climate, prevalence of dis- 
ease, general physical condition of troops, 
and types of activities in which the latter 
were engaged. Hospital capacities and 
hospital requirements were expressed in 
terms of beds, w hich in the Army meant 
not only beds themselves but also shelter, 
equipment, utilities, and personnel that 
went with them. For an Army strength of 
135,749 in the United States and Alaska 
in June 1939 there w T ere 4,136 general 
hospital beds and 8,234 station hospital 
beds. This represented a bed ratio to 
strength of approximately 3 percent for 
general hospitals and 6 percent for station 
hospitals. For a strength of 10,993 in the 
Philippines there were 317 general hospi- 
tal beds and 360 station hospital beds. In 
the Hawaiian Islands, the most healthful 
of overseas possessions, there were 350 
general hospital beds and 360 station hos- 
pital beds for a strength of 20,60 1 . The 
Panama Canal Zone, with next to the 
highest sick rate in the Army, had only 
269 station hospital beds for a strength of 
13,533, a ratio of 1 .98 percent. This un- 
usual situation resulted from the fact that 
civilian Canal Zone hospitals — Gorgas, 
Colon, and Corozal — staffed with Army 
Medical Corps officers but under the con- 
trol of the Governor of the Canal Zone, 
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cared for a considerable portion of the 
Army’s patients in that area. 1 

The Surgeon General believed that the 
Army’s hospitals were inadequate, even 
for peacetime needs. He had begun a long- 
range program in 1934 to improve and ex- 
pand them but funds appropriated by 
Congress for Medical Department con- 
struction had been sufficient for little more 
than essential maintenance of existing 
buildings. As a result, the Army’s hospitals 
in 1939 were poorly suited to any increase 
in its strength. In Panama only fifty beds 
were located in a hospital building. The 
remainder were crowded into buildings 
erected for other purposes. Hospital plants 
in the Hawaiian and Philippine Islands 
needed repairs and alterations. In the 
United States hospital buildings were 
small and widely scattered among a num- 
ber of permanent Army posts. Erected 
twenty-five to thirty years before, many 
lacked facilities for the separation of pa- 
tients according to grade, sex, and disease, 
and for such modern diagnostic and treat- 
ment procedures as basal metabolism, 
X-ray, and oxygen and physical therapy. 
Of the entire number, The Surgeon Gen- 
eral considered only twenty-five as mod- 
ern, fire-resistant buildings and only fifty 
of the remainder as worth modernization. 
The others, he believed, should be re- 
placed with new buildings. 2 

For the care of patients in theaters of 
operations in wartime the Medical De- 
partment had a doctrine of hospitalization 
and evacuation that dated from the Civil 
War and had been successfully applied 
during both the Spanish-American War 
and World War I. Casualties were given 
emergency treatment at a series of medical 
stations established in the forward areas of 
combat zones. To provide such treatment 
as well as the transportation of patients, 
when necessary, from one station to 



another farther to the rear, every regiment 
and separate battalion of all arms and 
services, except medical, had a medical 
detachment, and every division had a 
medical regiment, medical battalion, or 
medical squadron. To furnish as near the 
front as possible a higher type of treatment 
than first aid or emergency medical care, 
hospitals designed for easy movement and 
hence called “mobile hospitals” were as- 
signed to field armies. They were of three 
types: surgical hospitals, evacuation hospi- 
tals, and convalescent hospitals. Surgical 
hospitals were planned for use in either di- 
vision or army areas of combat zones. In 
division areas they were to carry out 
emergency procedures, such as treatment 
of shock, control of stubborn hemorrhage, 
reconstitution of blood following hemor- 
rhage, and fixation of complex fractures, 
in order to prepare men with serious in- 
juries for further removal to the rear. In 
army areas they performed much the 
same function as evacuation hospitals. 
Evacuation hospitals normally served only 
in the rear areas of combat zones. They 
provided definitive treatment for evacuees 
from forward areas and for the sick and 



' Annual Report of The Surgeon General, U.S. Army, 
1939 (Washington, 1940), pp. 170, 250; 1940 (Wash- 
ington. 1941), p. 1 (cited hereafter as Annual Report 
. . . Surgeon General). Only Puerto Rico, with a mean 
annual strength of 1.312, had a slightly higher admis- 
sion rate than Panama. Puerto Rico had no Army 
hospital in the middle of 1939. 

- (1) Annual Report . . . Surgeon General, 1937 (1937), 
pp. 167-68; 1939 (1940), p. 253; 1940 (1941), p. 265. 
(2) Hearings before the Subcommittee of the Committee on 
Appropriations, House of Representatives , 76th Cong, 1st 
session [H. R. 6791] Supplemental Military Appropriation 
Bill for 1940 (Washington, 1939), pp. 157-58. (3) 
Statement of MD Activities by Maj Gen James C. 
Magee, SG, USA, for the Subcmtee of the. House 
Cmtce on Mil Approps (1939). HD: 321.6-1. (4) Pre- 
liminary Estimates, QMC, FY 1941 (25 May 39). Off 
file, Hosp Cons Div, SGO. (5) An Rpts, CA Surgs. 
SG: 319.1-2. (6) C. M. Walson, “Observations at 
Army Hospitals,” Army Medical Bulletin, No. 42 
(1937), pp. 65-72. 
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injured of surrounding areas. They re- 
turned some patients to duty after short 
periods of treatment, transferred others 
with prospect of early recovery to conva- 
lescent hospitals, and prepared still others 
for transportation to general hospitals for 
continuation of treatment. Convalescent 
hospitals were not staffed and equipped to 
perform major surgery. Their chief func- 
tion was to restore to physical fitness pa- 
tients received from evacuation hospitals, 
to treat cases of venereal disease, and to 
care for patients from units located near by. 

For service in communications zones 
there were station and general hospitals. 
The latter received patients not only from 
station hospitals but mainly from evacua- 
tion and surgical hospitals. They returned 
some to duty in theaters of operations and 
transferred others for further treatment to 
general hospitals in the zone of interior. 
Since it was expected that hospitals in 
communications zones would rarely need 
to be moved, station and general hospitals 
were called “fixed hospitals.” When sev- 
eral were grouped in one location they 
might be combined into a hospital center 
with a 1,000-bed convalescent camp. All 
hospitals in theaters of operations, whether 
fixed or mobile, were designated by num- 
bers rather than by names and locations, 
and hence were called “numbered hos- 
pitals.” 3 

Unlike named hospitals in the United 
States, numbered hospitals had standard 
capacities, staffs, and equipment that were 
established by tables of organization, 
tables of basic allowances, and equipment 
lists. Tables of organization for hospitals 
showed the capacities of installations 
which different units were designed to 
operate. While tables of basic allowances 
listed equipment authorized for units and 
their members, they did not itemize such 
articles as drugs and biologicals, surgical 



gauzes, surgical instruments, dental sup- 
plies and equipment, laboratory supplies 
and equipment, X-ray supplies and equip- 
ment, and operating-room equipment. 
These were included under one heading as 
an “assemblage.” Items for hospital as- 
semblages were listed individually and by 
amounts in Medical Department equip- 
ment lists. 

For use in theaters of operations in June 
1939 the Medical Department had little 
more than doctrine. Only five Medical 
Department field units were in existence — 
four medical regiments (two of which were 
overseas) and one medical squadron. Ac- 
cording to The Surgeon General, failure 
to have other units in training resulted 
from a shortage of Medical Department 
enlisted men. Congress limited their num- 
ber to 5 percent of the strength of the 
Army, and use of more than 4 percent in 
named hospitals and other peacetime in- 
stallations left few 7 for field units. Early in 
1939 The Surgeon General had sought an 
increase in the Medical Department’s 
allowance of enlisted men, but without 
success. 4 

To provide officers for wartime hospi- 
tals — physicians, dentists, and nurses — 
The Surgeon General had proposed in 
March 1939 the revival of “affiliated 
units.” These were reserve units sponsored 
by civilian hospitals and medical schools. 
Such units had been organized by the 
American Red Cross during World War I 
and had contributed substantially to 
Army hospital service in France. “I am 
convinced,” wrote Surgeon General 
Charles R. Reynolds, “that the Medical 
Department can have reserve hospital 



:i AR 40-580, MD, Hosps — Gen Provisions, 29 
Jun 29. 

4 ( 1 ) Cmtee to Study the MD, 1942, Testimony of 
Col Albert G. Love, p. 2. HD. (2) Annual Report . . . 
Surgeon General, 1939 ( 1940), pp. 1 79-82. 
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units ready to function as required . . . 
only by civil institutions sponsoring these 
units, especially those needed within the 
early periods of mobilization. . . 5 In 

August 1939 the Secretary of War ap- 
proved in principle The Surgeon Gen- 
eral’s plan to organize affiliated units to 
staff 32 general, 17 evacuation, and 13 
surgical hospitals. Full approval was given 
several months later. 6 

The only reserve equipment which the 
Medical Department had on hand was 
that stored after World War I. It was “of 
1918 vintage, incomplete in modern oper- 
ating-room equipment, wholly deficient in 
essential laboratory equipment, totally 
lacking in X-ray, physical therapy and 
hydrotherapy equipment, and stocked 
with scientific items now obsolete and 
rapidly becoming obsolescent.” 7 More- 
over, with few exceptions, tables of or- 
ganization and tables of basic allowances 
for field medical units, including hospitals, 
had not been changed since 1929, and the 
preparation of new equipment lists for 
them had just been begun in January 
1939. s To prepare for war the Medical De- 
partment had to start almost from scratch. 

Effect of the War in Europe 

The period of the emergency in the 
United States was for the Medical De- 
partment a time of partial preparation for 
w'ar through the provision of the hospitali- 
zation actually required for an expanding 
Army. Its steps in this direction were 
sometimes painful and often halting. Sev- 
eral factors accounted for this. Formal 
mobilization planning of the Medical De- 
partment, like that of the rest of the Army, 
was based upon a belief that the antici- 
pated force of 1,000,000 to 1,200,000 men 
would be called up only if the United 



States or its possessions were attacked. It 
was therefore essentially defensive in na- 
ture. Moreover, there was uncertainty 
about the nature of increases of the 
Army — whether rises in the authorized 
strength of the Regular Army were tem- 
porary or permanent and whether or not 
the mobilization that finally occurred was 
for a year of training only, as it purported 
to be. Furthermore, funds which the Gen- 
eral Staff could secure for the entire Army, 
let alone the Medical Department, were 
limited by the caution of the President 
and the sentiment of Congress. Finally, 
The Surgeon General and his associates, 
like many others in the Army and the 
Government at large, found it difficult to 
break peacetime habits of thought and 
action in order to plan imaginatively for a 
second World War. 9 



5 (1) Ltr, SG to TAG, 1 7 Mar 39, sub: Affiliation of 
MD Units with Civ Insts. HD: 326.01-1 (Affiliated 
Units). (2) The Medical Department of the United States 
Army in the World War (Washington, 1923), vol. I, 
p. 102 (cited hereafter as The Medical Department . . . 
in the World War). 

B (1) Cmtee to Study the MD, 1942, Testimony, pp. 
8-10. HD. (2) Annual Report . . . Surgeon General, 1940 
(1941). pp. 1 77-78. (3) For a full discussion of the re- 
vival of affiliated units see John H. McMinn and Max 
Levin, Personnel (manuscript for a companion vol- 
ume in this series). HD. 

; Ltr, SG to TAG, 6 Apr 40, sub: Status of MD for 
War. AG: 381 (4-6-40) (1). 

a (1) Tables of organization and tables of basic 
allowances that were available in June 1939 are on 
file in HD. (2) Incl 2, Ltr, Brig Gen Harry D. Offutt 
to Col H. W. Doan, 10 Jun 48. HD: 322. (3) Interv, 
MD Historians with Gen Offutt, 10 Nov 49. HD: 
000.71. 

9 Mark S. Watson, Chief of Staff: Prewar Plans and 
Preparations { Washington, 1950), pp. 15-56. 126-71, 
in UNITED STATES ARMY IN WORLD WAR 
II, discusses plans and preparations of the General 
Staff, along with limiting factors and influences, in 
considerable detail. Robert E. Sherwood, Roosevelt and 
Hopkins: An Intimate History (New York. 1950), pp. 
157-62. discusses the difficulty Government Depart- 
ments displayed in adjusting to planning for a global 
war. 
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The war in Europe had almost immedi- 
ate effects upon the Army and the Medical 
Department. In September 1939 the au- 
thorized enlisted strength of the Regular 
Army was increased from 210,000 to 
227,000. The next spring, as the Nazi war 
machine rolled toward the English Chan- 
nel, it was again raised — to 280,000 in 
May and to 375,000 in June. Then, in the 
latter part of 1940, after the fall of France, 
Congress approved a peacetime mobiliza- 
tion. From September of that year until 
December 1941, the Army’s strength grew 
from 438,254 officers and enlisted men to 
1,686,403. The Medical Department had 
to expand its operations accordingly. This 
involved mainly building up facilities in 
the United States, where 85 to 90 percent 
of the troops were stationed, but hospitals 
in overseas possessions also had to be ex- 
panded and additional ones provided for 
new Atlantic defense bases. While a regu- 
lar system of field hospitalization and 
evacuation was as yet unnecessary, medi- 
cal units had to be organized and prepared 
for such service. 10 

The expansion of hospital facilities in 
the United States involved many consider- 
ations. Decisions had to be made as to the 
types of housing to be used and the num- 
ber of beds that would be needed. Means 
had to be found for providing suitable hos- 
pital plants in as short a time as possible. 
New hospitals had to be manned and the 



staffs of old ones augmented. “Green” offi- 
cers had to organize hospitals and establish 
procedures for their administration. Sup- 
plies and equipment had to be placed in 
hospital plants at appropriate times. 
Finally, it was necessary to develop proce- 
dures for the operation of the greatly 
expanded hospital system. 

The preparation of hospital units for 
field service sometimes conflicted with 
these activities, for such units also de- 
manded personnel and equipment. The 
amount they should be given while in 
training was a moot question. The number 
of such units to be activated had to be de- 
termined. After they were organized they 
needed to be trained. Before most of these 
steps could be taken, tables and lists gov- 
erning their organization, manning, and 
equipment had to be revised and modern- 
ized. 

The challenge of an expanding Regular 
Army and a peacetime mobilization 
affected only slightly the organizational 
structure of the Army for hospitalization. 
Yet this structure and its changes must be 
understood before the actions of various 
agencies in providing hospitalization are 
discussed. 

10 Biennial Report of the Chief of Staff of the United 
States Army, July 1 , 1939 to June 30, 1941 , to the Secretary 
of War (Washington, 1941) (cited hereafter as Biennial 
Report . . . Chief of Staff, 1939-41). Figures on strength 
of the Army were supplied by the Strength Account- 
ing Branch, AGO. 
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Organization and 
Responsibilities 
for Hospitalization 



Hospitalization, like other activities of 
the Medical Department, was planned 
and supervised by medical officers called 
surgeons. The commander of every non- 
medical military organization, from head- 
quarters of the Army in Washington (War 
Department) to battalions in the field, had 
on his staff a surgeon whose duties were 
both advisory and administrative. As a 
staff officer he advised on matters affecting 
the health of all members of a command 
and exercised technical control (that is, 
professional and medical as opposed to 
administrative and military) over all med- 
ical activities under the jurisdiction of his 
commander. As an administrative officer 
he also exercised command control over 
his own office and in some instances over 
certain medical units and organizations 
such as hospitals . 1 

The Surgeon General’s Position 
in the War Department 

The chief medical officer of the Army 
was The Surgeon General . 2 He served as 
medical adviser to the Chief of Staff and 



was directly responsible to him for the 
planning and technical supervision of all 
Army hospitals. In his capacity as head of 
a service he commanded, beside the per- 
sonnel in his own Office, medical “field 
installations” of the War Department, Like 
the chiefs of other arms and services, such 
as the Chief of Infantry, the Chief of the 
Air Corps, and The Quarter master Gen- 
eral, The Surgeon General was subject to 
supervision by the War Department Gen- 
eral Staff. 

The General Staff, while it had no 
authority to command, in actual practice 
did so, issuing directives and orders and 
approving or disapproving recommenda- 
tions of The Surgeon General. In such in- 
stances it acted in the name of the Chief of 
Staff or the Secretary of War. The Staff 
had five divisions, each of which repre- 



1 (1) AR 40-10, MD, The MC — Gen Provisions, 
6 Jun 24. (2) Blanche B. Armfield, Organization and 
Administration (manuscript for a companion volume 
in this series), has a full discussion of the organization 
of the Medical Department. 

- The War Department capitalized the definite 
article in the formal designations of certain general 
officers, presumably to distinguish them from others 
with similar titles. 
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sented a functional grouping of duties of 
the Chief of Staff. They were the Person- 
nel (G-l), Military Intelligence (G-2), 
Organization and Training (G-3), Supply 
(G 4), and War Plans (WPD) Divisions. 
The Supply Division was charged by 
Army regulations with the preparation of 
plans and policies for hospitalization and 
evacuation and the supervision of such 
activities. In peacetime it limited itself in 
this field primarily to matters of construc- 
tion and supply. The Personnel Division 
handled matters pertaining to personnel 
that were Army-wide in scope; the Organ- 
ization and Training Division, those relat- 
ing to the organization, training, and use 
of field units. Direct communication be- 
tween divisions of the General Staff and 
any chief of service (such as The Surgeon 
General) was authorized by Army regula- 
tions, but formal requests and decisions 
were normally channeled through the 
Office of The Adjutant General, the War 
Department’s office of record. 11 

In the latter part of 1 940, after mobiliza- 
tion began, medical officers were assigned 
to several War Department agencies hav- 
ing a direct interest in hospitalization and 
evacuation. In October 1940 Brig. Gen. 
(later Maj. Gen.) Howard McC. Snyder 
was assigned to the Office of The Inspector 
General and remained in that position 
until the end of the war. Shortly afterward 
a medical officer was transferred from the 
Surgeon General’s Office to General 
Headquarters (GHQ), an organization 
established in July 1940 to supervise the 
training of field forces, including medical 
units. About the same time Lt. Col. (later 
Brig. Gen.) Frederick A. Blesse was placed 
in the G-4 division of the General Staff. 
During 1941 he was transferred to GHQ 
and was succeeded in G-4 by Maj. (later 
Col.) William L. Wilson. 4 



The Surgeon General’s Office 

When President Roosevelt proclaimed 
the emergency, The Surgeon General was 
Maj. Gen. James C. Magee. He had suc- 
ceeded Maj. Gen. Charles R. Reynolds 
the preceding June. Most divisions of his 
Office had something to do with hospitali- 
zation and evacuation. Particularly con- 
cerned was the Planning and Training 
Division, headed by Col. (later Brig. Gen.) 
Albert G. Love. It had three subdivisions: 
Planning, Training, and Hospital Con- 
struction and Repair. The last of these 
operated almost independently', its chief, 
Lt. Col. (later Col.) John R. Hall, having 
direct access to General Magee. ’ This sub- 
division handled all of The Surgeon Gen- 
eral’s construction problems, estimating 
bed requirements and planning hospitals. 
In this work it collaborated with the War 
Department’s constructing agencies — the 
Quartermaster Corps and the Corps of 
Engineers. This subdivision grew from 2 
officers, 3 civilian architects, and 4 clerks 
in September 1940 to 4 officers, 4 archi- 
tects, and 7 clerks by the end of 1941 . a The 
remainder of the Planning and Training 
Division dealt with medical field units. It 

:i ( 1 ) Mark S. Watson, Chief of Staff : Prewar Plans 
and Preparations (Washington, 1950), pp. 57-84, in 
UNITED S TATES ARMY IN WORLD WAR II, 
has an excellent discussion of the origin and powers of 
the General Staff. (2) AR 10-15, Gen Staff, Orgn and 
Gen Duties, 18 Aug 36. (3) FM 101-5, Staff Officers’ 
Field Manual, 19 Aug 40. 

4 ( 1 ) Armfield, op. cit. (2) Kent R. Greenfield, Rob- 
ert R. Palmer and Bell I. Wiley, The Organization of 
Ground Combat Troops (Washington, 1947), pp. 1-32, 
in LJNITED STATES ARMY INWORLD WAR 
II, have a discussion of the development of GHQ. 

Interv, MD Historian with Col Love, 27 Aug 47. 
HD: 000.71. 

fi Achilles L. Tynes. Data for Preparation of Histori- 
cal Record of Construction Branch of The Surgeon 
General’s Office during the Expansion Period of the 
Army and World War II (1945) (cited hereafter as 
Tynes, Construction Branch). HD. 
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estimated the number that would be re- 
quired and prepared or revised their tables 
of organization and equipment. Until 
GHQ was established in July 1940, this 
Division also supervised the training and 
use in the United States of hospital and 
other medical units. The Finance and 
Supply Division furnished hospitals with 
supplies and equipment and allotted them 
funds for the employment of civilians. The 
Military Personnel, Dental, Veterinary, 
and Nursing Divisions handled military 
personnel and certain professional matters. 
The Professional Service Division estab- 
lished policies for medical care and treat- 
ment and issued technical directives to 
maintain professional standards. 7 

In recognition of the growing impor- 
tance of problems of hospitalization during 
mobilization, a Hospitalization Subdivi- 
sion was set up in the Professional Service 
Division in February 1941. Two months 
later it was separated and became the 
Hospitalization Division. Lt. Col. (later 
Col.) Harry D. Offutt was made its chief 
and continued in that capacity throughout 
General Magee’s administration. Estab- 
lished with one officer and one clerk, this 
division expanded to three officers and 
three clerks by the end of June 1941. Al- 
though it was charged with the develop- 
ment of plans and policies for hospitaliza- 
tion and evacuation through liaison with 
other divisions of the Surgeon General’s 
Office, it had neither the authority nor the 
staff to make comprehensive plans and co- 
ordinate the actions of others in making 
such plans effective. 8 

The Surgeon GeneraTs Control 
Over Hospitals and Hospital Units 

While all hospitals were under the tech- 
nical supervision of The Surgeon General, 



not all were subject to the same control by 
his Office. The degree varied according to 
the command structure of the War De- 
partment. For administrative purposes the 
United States was divided into nine corps 
areas, each in charge of a corps area com- 
mander under the jurisdiction of the Chief 
of Staff. Overseas possessions were organ- 
ized into three departments that corre- 
sponded administratively to corps areas in 
the United States. All stations in depart- 
ments and most in corps areas were under 
the command-control of department and 
corps area commanders respectively. Lo- 
cated within corps areas but beyond the 
jurisdiction of their commanders were 
field installations of the War Department. 
They operated directly under the chiefs of 
various arms and services in Washington 
and were therefore called “exempted sta- 
tions.” 

Hospitals classified as War Department 
field installations were subject to the great- 
est amount of control by The Surgeon 
General because they were under his com- 
mand. All general hospitals in the United 
States were in this category. In only one 
instance was an intermediate commander 
between The Surgeon General and a gen- 
eral hospital commander. Walter Reed 
General Hospital was under the jurisdic- 
tion of the commandant of the Army Med- 
ical Center (Washington, D. C.), who was 
in turn under the command of The Sur- 



7 Armfield, op. at. 

8 SG OOs 32, 13 Feb 41 ; 87, 18 Apr 4 1 . In an inter- 
view on 15 November 1949 Brig Gen H. D. Offutt 
stated that he never felt handicapped by a lack of per- 
sonnel in his division. HD: 000.7 1. In an interview on 
10 November 1950 Maj Gen James G. Magee (Ret) 
stated that no one division could have exercised 
authority over all factors involved in hospitalization 
and that vesting such authority in one division would 
have subordinated other divisions of the Surgeon 
General’s Office to a sort of overlordship. HD: 314 
(Correspondence on MS) III. 
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geon General. Despite this intermediate 
step, Walter Reed actually received closer 
supervision from the Surgeon General’s 
Office than did other general hospitals, 
largely because of its proximity. Next in 
line in degree of control were hospitals of 
exempted stations of all other services and 
of all arms except the Air Corps. For ex- 
ample Fort Benning (Georgia), including 
its station hospital, was under the Chief of 
Infantry and Fort Belvoir (Virginia) was 
under the Chief of Engineers. The chiefs of 
arms and services normally had no sur- 
geons on their staffs and were therefore 
prone to refer problems connected with 
hospitalization to The Surgeon General. 
He employed corps area surgeons as his 
own field representatives to supervise hos- 
pitals of exempted stations. Corps area 
hospitals, under the command-control of 
corps area commanders, were supervised 
by corps area surgeons in their dual capac- 
ities as local staff officers and technical 
representatives of The Surgeon General. 
Hospitals furthest removed from the lat- 
ter’s influence were those in overseas de- 
partments, not only because of their dis- 
tance from Washington but also because 
department surgeons did not serve as field 
representatives of The Surgeon General. 9 

Although hospitals of the Air Corps 
were theoretically in the same class as 
those of exempted stations of other arms 
and services, they were actually in a some- 
what different category. The Chief of the 
Air Corps had in his Office a Medical 
Division, whose head was analogous to a 
staff surgeon and therefore assumed con- 
siderable authority over Air Corps station 
hospitals. During 1940 and 1941, as the 
Air Corps expanded, the number of such 
hospitals increased. Soon after a reorgani- 
zation of the air forces in June 1941, which 
established the Army Air Forces and gave 



it control over the Air Corps, the Secretary 
of War directed a blanket exemption of all 
Air Corps stations — new as well as old — 
from corps area control. The following 
October the head of the Air Corps Medi- 
cal Division, Col. (later Maj. Gen.) David 
N. W. Grant, was assigned to AAF head- 
quarters and designated “Air Surgeon.” 
This series of events tended to separate Air 
Corps hospitals from other Army hospitals 
and to place them more under control of 
AAF headquarters at the expense of the 
Surgeon General’s Office. 10 

A shift of responsibility which affected 
The Surgeon General’s control over medi- 
cal units, including those for numbered 
hospitals, had meanwhile occurred. Until 
late 1940 certain corps area commanders 
and surgeons acted also as commanders 
and surgeons of the four field armies in the 
United States. Corps area surgeons were 
therefore responsible, under their com- 
manders and The Surgeon General, for 
supervising the training of field medical 
units. In October 1940, the command of 
field armies was taken away from corps 
area commanders and placed in the hands 
of separate army commanders responsible 
to GHQin Washington. GHQ and army 
headquarters were charged with the train- 
ing and use on maneuvers of all field units. 
Actually, this transfer of training functions 
was not so complete as anticipated, 11 even 
though in November 1940 all table-of- 



11 (l)-AR 170-10, CAs and Depts, Admin, 10 Oct 
39. (2) AR 350-105, Mil Educ, Gen and Spec. Serv 
Schs — Desig, Loc, and Orgn, 1 Oct 38. (3) Armfield, 
op. at. 

(1) Rad MX-F, TAG to CGs of CAs. 27 Jun 41. 
(2) Ltr, TAG to CofAAF and AColS G-4 WDGS, 12 
Sep 4 1 , sub: Erf of Gen Staff Functions . . ■ to AAF. 
Both in AG: 322.2 (6-18-41){l) Sec 2. (3) Hubert A. 
Coleman, Organization and Administration, AAF 
Medical Services in the Zone of Interior (1948), pp. 



45-76. HD. 

11 See below. 



pp. 43-48. 



12 



HOSPITALIZATION AND EVACUATION, ZONE OF INTERIOR 



organization units in the United States, 
including those of the Medical Depart- 
ment, were either assigned or attached to 
armies or corps . 12 

In the changes just enumerated were 
seeds that were eventually to grow into 
bitter weeds for The Surgeon General. 
Among them were the trend of the Army- 
Air Forces toward separatism and its de- 
velopment of a separate set of hospitals, 
the establishment of medical officers in 
headquarters on a higher level of author- 
ity than The Surgeon General, and the 



latter’s partial loss of authority over medi- 
cal field units. Understanding something 
of these changes and of responsibilities and 
relationships of various War Department 
agencies, one may now turn to a consider- 
ation of the manner in which the Army- 
provided hospitalization during the emer- 
gency- period. 



12 (]) Greenfield et at., op. cit., pp. 3-4, 6-9. (2) 
Armfield, op. cit. i3) Ltr, TAG to CGs all Armies, 
Army Corps, GAs, CofS GHQ, etc., 4 Nov 40, sub: 
Units Asgd and Atchd to GIIQ. Armies, and Corps. 
. . . AG: 320.2 (8-2-40)(4) Sec 3. 




CHAPTER TI 



Planning for and Expanding 
Hospitals in the United States 



Hospital Construction 
Early Basic Decisions 

Any large-scale expansion of “hospital 
facilities” — that is, wards, offices, and 
clinics normally found in civilian hospi- 
tals, plus housing for commissioned and 
enlisted personnel, storage for medical 
and military supplies and equipment, and 
administrative space for nonmedical mili- 
tary activities — demanded a simple 
method of estimating requirements and 
authorizing beds. Such expansion also de- 
manded that additional housing be pro- 
vided as rapidly and inexpensively as 
possible. 

The method prescribed by mobilization 
regulations for estimating bed require- 
ments was one that Colonel Love had de- 
vised from World War I experience. It 
involved computation of the number of 
beds needed for successive 15-day periods 
of mobilization on the basis of average 
daily admission rates, the rate of accumu- 
lation of patients in hospitals by 15-day 
periods, and increases and decreases in 
troop strengths during these periods. 
When hospitals were expanded for the Sep- 
tember 1939 increase in the Army, this 
method proved too complicated for gen- 



eral use and The Surgeon General in- 
cluded in his Protective Mobilization Plan 
of December 1939 a simpler one, also de- 
vised by Colonel Love — the multiplication 
of troop strength by a predetermined per- 
centage of beds. In August 1940 G-4 
adopted the latter, and its simplicity made 
its ready acceptance by all agencies of the 
War Department a foregone conclusion. 1 

Opinion differed on the proper percent- 
age to use in estimating and authorizing 
station hospital beds. The Surgeon Gen- 
eral used 4 percent in calculating require- 
ments in the fall of 1939, and G-4 began 
to use this figure in planning for mobiliza- 
tion in August 1940. Experience of the 
previous winter made some surgeons be- 
lieve it provided insufficient beds for 
“green troops,” 2 and on 6 September 
1940 General Magee asked the General 
Staff to consider 5 percent as the probable 



1 (1) Albert G. Love, “War Casualties,” Aj-my Med- 
ical Bulletin, No. 24 (1931), pp. 18, 37, 38, 68. (2) MR 
4-3. 2 Apr 34; MR 4-2, 13 Feb 40; and SG PMP, 
1939, Annex No 29. (3) Ltr AG 600.12 (8-6-40)M- 
D-M, TAG to C of Arms and Servs, CGs of CAs, and 
COs of F.xempted Stas, 7 Aug 40, sub: Supp No 2 to 
WD Cons Policy. SG: 600.12-1. 

- (1) Synopsis Ltr, Surg 4th GA to Surg Ft McClel- 
lan. 13 Aug 40, sub: Expansion of Hosp Fac, and 8 
inds. SG: 632.-1 (Ft McClellanjN. (2) Ltr. Surg 7th 
CAtoSG. 10 Sep 40, sub: Hosp . . . NG. SG: 632.-1 
(7th CA)AA. 
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requirement for station hospital beds. 3 
G— 4’s Construction Branch verbally ap- 
proved this ratio, but the Assistant Chief 
of Staff, G-4, Brig. Gen. Richard C. 
Moore, later reversed this action, author- 
izing station hospital beds for only 4 per- 
cent of the strength served but permitting 
provisions for expansion to 5 percent if 
necessary. 4 This meant in the case of new 
hospitals that wards would be constructed 
with space for beds for 4 percent of a com- 
mand but that utilities, administrative 
buildings, and clinical facilities would be 
constructed to serve a hospital with beds 
for 5 percent. Thus additional wards could 
be erected later wdthout overloading the 
“chassis” of a hospital. The ratio of beds 
in general hospitals to the total strength of 
the Army — 1 percent — received official 
sanction at the same time. General Magee 
did not protest the decision as to station 
hospitals but observed a policy during the 
following year of supporting local requests 
or initiating action for increases in bed 
ratios in specific instances. 5 

The manner of providing additional 
housing was a subject on which The 
Surgeon General and the General Staff 
eventually came to marked disagreement. 
Based on a belief that unnecessary con- 
struction should be avoided and a fear 
that sudden attack would require mobi- 
lization before requisite construction could 
be completed, War Department policy in 
1939 was to use existing housing to the 
maximum extent possible. 6 Mobilization 
regulations therefore called for the use of 
existing Army hospitals, with emergency 
expansions, for the initial beds required. 
To house additional beds other buildings 
w T ould be used in the following order: (1) 
Federal hospitals, (2) civilian hospitals, 
(3) vacated Army posts, and (4) public 
and private buildings such as schools and 
hotels. Finally, as a last resort, new station 



and general hospitals would be con- 
structed. 7 

For all new buildings the War Depart- 
ment planned to use one-story frame con- 
struction, called “cantonment-type.” It 
required The Quartermaster General to 
keep on file standard plans for such build- 
ings. 3 Those for hospitals had been pre- 
pared in 1935 in collaboration with The 
Surgeon General’s Hospital Construction 
and Repair Subdivision. They consisted of 
forty-nine drawings: forty-five for admin- 
istrative offices, clinics, wards, messes, 
quarters for personnel, and service build- 
ings, and four for twenty different com- 
binations of these buildings to make hospi- 
tals ranging in size from 25 to 2,000 beds. 
Most of the buildings were of a standard 
size. To reduce the danger of fire, all were 
separated by a minimum of fifty feet. For 
each group of not more than five, this 
space was increased to 100 feet, Each hos- 
pital therefore covered a large area, a 500- 
bed installation spreading over twenty 
acres. Advantages of this hospital w r ere its 
relatively low' cost, the rapidity with w'hich 
it could be erected, and the small number 

■' Ltr. SG (Magee) to TAG, 6 Sep 40, sub: MD in 
Mob. AG: 381 (1-1-40) Sec 3. 

Ml) Memo. SG for ACofS G-4 WDGS, 10 Sep 40. 
(2) D/S. ACofS G-4 WDGS to SG, 13 Sep 40, sub: 
Hosp . . . Mob. . . . (3) Memo, Cons Br G-4 
WDGS for Maj Gen [Eugene] Reybold, 7 Mar 41, 
sub: Four Percent Hosp. All in HRS: G-4/29135-12. 

s ( 1) Synopsis Ltr, GG Ft Jackson to TAG. 1 1 Dec 
40, sub: Cons Sta Hosp, and 4 inds. SG: 632.-1 (Ft 
Jackson)N. (2) 5th ind, Surg Ft Sill to CG 8th CA, 12 
Mar 41, on cy Ltr, CG Ft Sill to TAG, 10 Dec 40, 
sub: Add Hosp, Ft Sill. SG: 632.-1 (Ft Sill)N. (3) Ltr 
SG to TAG, 27 Mav 41, sub: Add Hosp Fac. . , . 
SG: 632.-1. (4) Ltr. CG 4th CA to TAG, 1 May 41, 
sub: Add Hosp Bed Reqmts, and 1 1 inds. SG: 632.-1 
(4th CA)AA. 

6 The War Department Mobilization Plan, speech 
by Lt Col Harry L. Twaddle, GSC, Chief Mob Br 
G-3 Div WDGS, 30 Sep 39. G-3 Course No 13 and 
13 A, AWC, 1939-40. 

T MR 4-3. 2 Apr 34: MR 4-3, C-l, 3 1 Dec 34; and 
MR 4-2, 13 Feb 40. 

* MR 4-1, Sup; Cons; Trans, 5 Jan 40. 
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of highly skilled workmen needed to con- 
struct it. Its most obvious disadvantages 
were the danger of fire and the adminis- 
trative difficulties caused by the wide area 
covered.® 

The hospital construction policy enun- 
ciated in mobilization regulations was not 
made the official guide for the provision 
of hospitals for Regular Army expansions 
in 1939 and 1940, but certain aspects of 
it were followed. Thus, although appar- 
ently no attempt was made to use non- 
Army buildings, existing Army hospitals 
were expanded and new construction was 
authorized only at stations not served by 
such. For example, essential units of a 
350-bed cantonment-type hospital — a 
mess hall, a clinical building, and several 
wards — were constructed at Camp Jack- 
son (South Carolina), a National Guard 
encampment. Regular Army posts which 
already possessed hospitals, such as Fort 
McClellan (Alabama) and Fort Benning 
(Georgia), expanded them by converting 
hospital porches, barracks, and other 
available buildings into hospital wards. 1 ® 
In such instances results were unsatisfac- 
tory. At Fort Benning, for example, the 
surgeon had to enlarge a 230-bed hospi- 
tal, built for a garrison of 4,000, to serve 
a strength of 19,000 in January 1940. He 
did this by adding 334 beds in porches, 
barracks, and a portable wooden building. 
The operating rooms, clinics, laboratory, 
and mess halls of the permanent hospital 
were then too small for the greater bed 
capacity. Thus there was created, he ex- 
plained, “a relative giant with inadequate 
heart and internal viscera.” 11 

Despite this experience, in the spring of 
1 940 G-4 planned to establish the practice 
of expanding existing hospitals as official 
policy for subsequent increases in the Reg- 
ular Army. Both The Surgeon General 
and The Quartermaster General opposed 



this move. Among the many objections 
they raised, probably the most important 
from the medical viewpoint was the one 
just noted — limits upon expansion of bed 
capacity imposed by the size of operating 
rooms and clinical facilities. Of equal im- 
portance, from the construction viewpoint, 
was the unsuitability of many barracks for 
hospital use because of their location or 
structural characteristics. Moreover, it 
was improbable that their conversion and 
eventual reconversion wxmld be cheaper 
in the long run than the erection of can- 
tonment-type hospitals. On 24 May 1940, 
therefore, Colonel Love, Acting The Sur- 
geon General, recommended that all ad- 
ditional beds should be housed in new 
cantonment-type hospitals. G-4 disap- 
proved this recommendation, perhaps be- 
cause of shortages of funds and uncer- 
tainty about the nature of increases in the 
Regular Army, and on 7 June 1940 issued 
an official “Policy for Hospitalization 
during the Emergency.” It authorized 
cantonment -type hospitals for new stations 
but required the expansion of existing 
hospitals on all Regular Army posts. 12 



9 (1) Floyd Kramer, “Mobilization Type Hospi- 
tals,” Army Medical Bulletin, No. 31 (1935), pp. 1-19. 
(2) Tynes, Construction Branch, HD. 

'“See correspondence in SG: 632.-1 (Cp Jack- 
son)D. 632.-1 (Ft McClellan)N, and 632.-1 (Ft Ben- 
ning)N. 

1 1 Ltr, Surg Ft Benning to SG, 1 9 Jan 40, sub: An 
Rpt ofSta IIosp. SG: 632.-1 (Ft Benning)N. 

v - (1) Memo, Exec Off G-4 for Cons Br G-4 
YVDGS. 22 May 40, sub: Hosp. (2) Memo QM 600.1 
C-C, QMG for ACofS G-4 YVDGS, 28 May 40, sub: 
EJtil of Bks for Temp Hosp Accommodations. (3) 
Memo, Act SG for ACofS G-4 YVDGS, 24 May 40, 
sub: Hosp for Increase in the Army above 227,000. 
(4) Memo. Chief Cons Br G-4 for ACofS G-4 YY'DGS, 
3 Jun 40. sub: Util of Bks for Temp Hosp Accommo- 
dations. (5) Memo, Chief Cons Br G-4 for ACofS G-4 
YY'DGS. 5 Jun 40, sub: Hosp for Increases of Army. 
(6) Ltr AG 705 (6-5-40)M-DM, TAG to CGs of all 
CAs. COs of Exempted Stas, and CofArms and Servs, 
7 Tun 40, sub: Policy for Hosp during Emergency. All 
in HRS: G-4/31757. 
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The inapplicability of this policy soon 
became apparent. For example, despite a 
recommendation by The Surgeon General 
that a 550-bed cantonment-type hospital 
be constructed for Camp Ord, G-4 di- 
rected on 6 June 1940 that the camp con- 
tinue to use an expanded hospital at the 
Presidio of Monterey. The Surgeon, the 
Quartermaster, and G-4 of the Ninth 
Corps Area opposed this decision. They 
pointed out that the hospital and barracks 
at Monterey did not have enough total 
space to accommodate all the beds needed 
and that some cantonment-type construc- 
tion would be necessary. In addition, both 
the barracks and the hospital were old 



and in need of repairs, were potential fire- 
traps, were separated by a public road, 
and were located six miles from the troops 
at Ord. In view of these arguments, the 
General Staff reversed its decision and 
authorized the construction of a canton- 
ment-type hospital at Camp Ord. 13 

As plans were made to receive draftees 
in the fall of 1940, dissatisfaction with the 
existing policy increased and The Surgeon 
General attempted to get it changed. His 

13 (1) Ltr. SG to Surg 9th CA, 6 Jun 40, sub: Hosp 
for Cantonment Garrison, Cp Ord, with 3 inds. SG: 
632.-1 (Cp Ord)C. (2) Rad 263 WVY V 30 WD. 
CG 9th CA to TAG, 15 Jul 40. Same file. (3) 
Correspondence in SG: 632.-1 (Ft Sill)N. 
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LAWSON GENERAL, A CANTONMENT-TYPE HOSPITAL 



Office supported requests of local sur- 
geons for exemption from its provisions. 1 1 
On 5 September 1940 General Magee 
conferred with General Moore and the 
next day sent him a personal note. Refer- 
ring to the impossibility of providing an 
adequate hospital at Fort Benning under 
the established policy, he stated: “There 
is so much dynamite in this that I think 
you should know about it.” ,r ’ Nevertheless, 
the War Department did not immediately 
revise the policy, and G-4 permitted few 
exceptions to it. 11 ’ As a result the situation 
became so serious by mid- September that 
the Chief of Staff asked The Inspector 
General to investigate the rights and 



wrongs of interchanges between G-4 and 
The Surgeon General as well as delays in 
deciding the type of construction to be 
used.' 7 Apparently The Inspector Gen- 



11 For example, see: Memo, SG for ACofS G-4 
WDGS, 1 1 Sep 40, sub: Hosp, Ft McClellan. SG: 
632. -1 (Ft McCleIlan)N. 

1,1 Memo, Maj Gen J[ames] C. Magee for Brig Gen 
R|ichard] C. Moore. 6 Sep 40. SG: 632.-1 (Ft Ben- 
ning) N. 

l(i (1) Rad AG 600.12 (9-5-40), TAG to CG 9th 
CA, 10 Sep 40. SG 632.-1 (Ft Lcwis)N. (2) Ltr, Surg 
Ft Benning to SG, 21 Aug 40, sub: Cons of Med 
Fac, and 3 inds. SG: 632.-1 (Ft Benning)N. (3) Syn- 
opsis Ltr, CG Ft Bragg to CG 4th CA, 6 Sep 40, and 
5 inds. SG: 632.-1 (Ft Bragg)N. 

,r Memo, CofSA for IG, 14 Sep 40. FIRS: OCS 
1 7749-225. The reply to this memorandum has not 
been located in War Department files. 
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eral’s report favored The Surgeon Gen- 
eral’s position, for soon afterward the 
Chief of Staff personally approved Gen- 
eral Magee’s recommendation “that the 
erection of cantonment hospitals be an- 
nounced as the normal procedure” for all 
large posts, whether Regular Army or 
not. 18 

The revised policy on hospital construc- 
tion, issued by the War Department on 26 
September 1940, discarded the long- 
established plan to construct additional 
buildings for hospitals as a last resort only. 
Thereafter peacetime hospitals were to be 
expanded only on small posts where clin- 
ical facilities were generally sufficient for 
additional patients. Cantonment-type 
hospitals were to be constructed else- 
where. l!l Without this change hospitals on 
Regular Army posts would have consisted 
of a hodgepodge of small permanent hos- 
pitals, permanent barracks, and tempo- 
rary buildings required to supplement 
them. Delay in making the revision was 
responsible for much confusion and some 
delay in the erection of suitable hospital 
buildings on Regular Army posts,'" but 
it had no effect on hospitals for new posts 
because cantonment -type construction 
had been authorized for them since June 
1940. 

Planning for Construction 
and Selecting Sites of Hospitals 

Planning for station hospitals was done 
on a day-to-day rather than a long-term 
basis, because their size, number, and lo- 
cation depended almost entirely upon a 
constantly changing troop distribution. In 
the fall of 1940 the Surgeon General’s Of- 
fice prepared two studies showing the ad- 
ditional beds that would be required by 
June 1941 at each post in the United 



States,- 1 but lack of information about 
ultimate troop distribution and changes 
in station strengths limited their value. In 
some instances three or more increases in 
authorized strengths required the same 
number of revisions of hospital construc- 
tion plans for a single post.-' As informa- 
tion about stations and their strengths be- 
came available, the Construction and Re- 
pair Subdivision prepared plans for 
hospital construction for each. Consisting 
of the number of beds needed, the types 
and numbers of buildings required, and 
the layout or arrangement of buildings, 
these plans amounted only to recommen- 
dations. Final decisions on hospital con- 
struction were made by G-4 for ground 
force stations and by the Chief of the Air 
Corps for air stations. Because of the day- 
to-day type of planning and the lack of 
information about action on his recom- 
mendations, The Surgeon General found 
it difficult to keep track of station hospitals 
authorized for construction.- 3 

Planning for general hospitals was on a 
more comprehensive basis. Although it 



■' (I) Memo, SG for AColS G-4 VVDGS, 20 Sep 
40, and note thereon signed G. C. Mfarshall]. (2) 
D/S. ACofS G-4 WDGS to TAG, sub: Revised 
Policy for Hosp during Emergency. Both in HRS: 
G-4/3 1757. 

Ltr AG 600.12 (9-25-40) MD, TAG to CofArms 
and Servs, CGs of CAs, and COs of exempted Stas, 
26 Sep 40, sub: Revised Policy for Hosp during Emer- 
gency. IIRS: G— 4/3 1757. 

-"SG: 632.-1 (Ft McClellan)N; 632. -1 (Ft Ben- 
ninglN; 632 -1 (Ft Bragg)N. 

- 1 SG Ltrs, 1 Oct and 7 Nov 40, sub: Bed Reqmt 
Study. SG: 632. 2. 

2 - SG: 632.-1 (Ft Jackson)N, 1940; SG: 632.-1 (Ft 
Ord)C, 1940: SG: 632.-1 (Ft Bragg)N, 1940. 

- ;i (1) Ltr. CofAC to SG, 17 Apr 41, sub: Increases 
in Str for Pilot Tng Sch, and 9 inds. AAF: 632B Hosp 
and Infirmaries. (2) Ltr AG 600.12 (9-28-40)M-D, 
TAG to QMG, 3 Oct 40, sub: Temp Cons . . . 5th 
CA. SG: 632.-1 (5th CA)AA. (3) Memo, SG for 
QMG, 7 Oct 40, sub: Ft Knox. SG: 632.-1 (Ft 
Knox)N. (4) Ltr. SG to Fed Bd of Hosp, 5 May 41 . 
SG: 632.-1. 
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depended to some extent upon troop dis- 
tribution, the fact that general hospitals 
would serve more than one post and 
would operate directly under The Sur- 
geon General gave him considerable lati- 
tude in determining their size, number, 
and location. On 10 August 1940 G-4 
sought information on increases in general 
hospitals that passage of the Selective 
Service Act would require.- 1 In response 
The Surgeon General proposed the con- 
struction of ten new general hospitals with 
a total capacity of 9,500 beds — one each 
in the First, Second, Fifth, Sixth, and 
Seventh Corps Areas; three in the Fourth, 
where the troop concentration would be 
heaviest; and two in the Ninth, where 
troops would be spread from Canada to 
Mexico. In the Eighth Corps Area, he 
proposed redesignation of the 1,700-bed 
Fort Sam Houston (Texas) Station Hospi- 
tal as a general hospital, since it was 
already performing the functions of both 
types. 25 Plans had already been made to 
increase the capacity of Walter Reed Gen- 
eral Hospital, in the Third Corps Area, by 
relieving it of station-hospital cases which 
it had previously received from near-by 
posts. 28 With the general hospitals already 
in operation, this plan would have pro- 
vided a total of over 15,000 general hos- 
pital beds in the United States for an ex- 
pected Army strength of 1,400,000. 

The expansion of general hospitals dur- 
ing 1941 followed basically The Surgeon 
General’s plan. On 25 September 1940 
G-4 approved the construction of ten gen- 
eral hospitals, with a total capacity of 
10,000 beds, in locations substantially the 
same as those recommended by The Sur- 
geon General. 27 Objections of the com- 
mander of the Eighth Corps Area to re- 
designation of the Fort Sam Houston 
Station Hospital caused The Surgeon 



General to withdraw that proposal. 28 
During 1941, therefore, the following gen- 
eral hospitals were added to the five the 
Army already had: Lovell at Fort Devens, 
Mass.; Tilton at Fort Dix, N. J.; Stark at 
Charleston, S. C.; Lawson at Atlanta, 
Ga.; LaGarde at New Orleans, La.; Bil- 
lings at Fort Benjamin Harrison, Ind.; 
O’Reilly at Springfield, Mo.; Hoff at 
Santa Barbara, Calif.; and Barnes at Van- 
couver Barracks, Wash. 251 No additional 
ones were required until September 1941, 
when an increase in the size of the Army 
was anticipated. At that time The Surgeon 
General submitted a proposal for a pro- 
portionate increase in the number of gen- 
eral hospital beds, 30 but it was later 
merged with a larger plan to meet the 
needs of a wartime Army. 

Selection of proper sites w as an essential 
factor in planning for hospital construc- 
tion. It w ; as important, for instance, for 
both station and general hospitals to have 
sufficient space for future expansion; to be 
free from objectionable neighbors such as 
factories, railroad yards, warehouses, 
utilities areas, and training grounds; and 

Memo, ACofS G-4 WDGS for SG. 10 Aug 40, 
sub: Increase in Number of Gen Hosps. HRS: G-4/ 
29135-11. 

1st ind, SG to TAG, 23 Aug 40, on Memo G-4/ 
29135-1 1, ACofS G-4 WDGS for SG, 10 Aug 40, sub: 
Increase in Number of Gen Hosps. AG: 322.3 Gen 
Hosp (8— 1 0—40) ( 1 ) . 

4th ind SCO 701.-1, SG to TAG, 5 Aug 40, and 
7th ind. TAG to SG, 30 Sep 40, on Ltr, SG to TAG, 
15 Jul 40, sub: Gen Hosp Beds for Enlarged Army. 
AG: 322.3 Gen Hosp (7-15-40)(l) Sec 1. 

D/S, ACofS G-4 WDGS to TAG, 25 Sep 40, 
sub: Increase in Number of Gen Hosps. HRS: G-4/ 
29135-11. 

28 Ltr, SG to TAG, 9 Oct 40, sub: New Gen Hosp 
(Ft Sam Houston, Tex), with 2d ind, GG 8th CA to 
TAG, 7 Nov 40, and 4th ind, SG to QMG, 9 Dec 40. 
AG: 322.3 Gen Hosp (8-10-40)(l). 

- a SG: 632.-1, 1941, for each hospital named. 

3,1 Memo, SG for ACofS G-4 WDGS, 19 Sep 41, 
sub: DF G-4/20052-103, Augmented PMP, 1942. 
SG: 632.-1. 
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to be located on terrain that was moder- 
ately level and properly drained. The ac- 
cessibility of good highway and railroad 
nets was especially important for general 
hospitals, whose function was to receive 
patients from other hospitals. The avail- 
ability of good water supplies and of ade- 
quate utilities connections had also to be 
considered. The Quartermaster General’s 
chief interest in hospital sites lay in their 
suitability from an engineering and con- 
struction standpoint. 

During the emergency period The 
Quartermaster General selected construc- 
tion sites in collaboration with other in- 
terested War Department agencies. For 
hospitals, this meant both The Surgeon 
General and corps area commanders. 11 In 
the early phases of mobilization the selec- 
tion of sites for station hospit als was left in 
many instances to local authorities, for 
The Surgeon General’s Hospital Con- 
struction and Repair Subdivision had 
little personnel to spare for such activities. 
Sites so selected were generally satisfac- 
tory but sometimes had undesirable fea- 
tures, such as promixity to training areas, 
poor drainage, or inadequate space for 
expansion. As the press of work abated 
during 1941, The Surgeon General began 
to exercise more direct supervision over 
site selection through visits of his repre- 
sentatives to stations where hospital con- 
struction was anticipated. The selection 
of sites for general hospitals was more 
complicated and time consuming, even 
though the general areas in which they 
were to be located were first approved by 
the General Staff. As a rule, the War De- 
partment directed corps area commanders 
to appoint boards, with medical repre- 
sentatives, to make investigations and 
recommendations. Their surveys required 
considerable time and their recommenda- 



tions in some instances were deemed un- 
satisfactory. In such cases, the Secretary 
of War appointed other boards represent- 
ing The Surgeon General, The Quarter- 
master General, the General Staff, and 
corps area surgeons to make further 
surveys and recommendations. 33 

Difficulties in Providing 
Satisfactory Hospital Plants 

The Surgeon General and The Quar- 
termaster General disagreed about the 
manner in which the Medical Depart- 
ment as the using agency should exercise 
advisory supervision over hospital con- 
struction. The Surgeon General insisted 
that his office should review each building 
schedule which was sent out and each 
change in plans proposed by the field. He 
believed that this procedure was necessary 
to maintain the proper division of space 
among various hospital services, an ap- 
propriate relationship among different 
buildings of a hospital plant, and the 
possibility of future expansion. In his 
opinion experience justified this position. 
For example, hospital construction at Fort 
Francis E. Warren (Wyoming) was de- 
layed from early November 1940 until 

11 Memo QM 322.2 C-OT (Gen Hosps), QMG 
for ACofS G - 4 WDGS, 1 1 Jan 41, sub: Gen Hosps, 
and D/S G-4/32445, ACofS G-4 WDGS to TAG, 15 
Jan 41, sub: Control of Cons Projects. AG: 322.2 Gen 
Hosp (7-15-40)(l) Sec 1. 

: '-(l) Tynes, Construction Branch, p, 32. (2) 
Memos from offs of Hosp Cons and Repair Subdiv 
dated 18 Jan, 1 1 Apr, 28 Jul, 20 Aug, 22 Aug, 2 Sep, 
and 16 Sep 41. HD: 33 3( Hosp). 

:!:1 (1) Memo, ACofS G-4 WDGS for DepCofSA. 14 
Nov 40, sub: Gen Hosps. HRS: 0-4/29 1 35- 1 1 . (2) 
Ltr, TAG to CG 4th CA, 29 Sep 40, sub: Cons of 
Cantonment Hosps 4th CA (Atlanta, Charleston, New 
Orleans). AG: 322.3 Gen Hosp (9-27-40) M-D. (3) 
Rad. TAG to CG 7th CA, 19 Dec 40, and D/S G-4/ 
29135-14, ACofS G-4 WDGS to TAG. 14 Jan 41, 
sub: Convening a WD Board .... AG: 322.3 Gen 
IIosps (7-15-40) ( 1) Sec 4. 
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January 1941 because The Quartermaster 
General sent out plans which The Surgeon 
General had not approved and against 
which local authorities protested. At Fort 
Rosecrans (California) local quarter- 
master and medical officers erected a two- 
story wooden hospital which The Surgeon 
General considered unsafe. In other 
places, such as Camp Wallace (Texas), 
Camp Custer (Michigan), Camp Roberts 
(California), and Camp Leonard Wood 
(Missouri), local changes in approved 
plans produced hospitals considered un- 
satisfactory by The Surgeon General. 31 

Hoping to speed construction, The 
Quartermaster General proposed stand- 
ardization and decentralization — the use 
of standard building schedules (that is, 
lists of buildings for hospitals ranging in 
size from 25 to 2,000 beds) approved 
initially by the Surgeon General’s Office 
and subject to no further changes by it, 
and the delegation of authority to make 
changes in hospital layouts and building 
plans to medical and quartermaster offi- 
cers in the field. 33 Nevertheless, because of 
The Surgeon General’s insistence, both 
the Quartermaster Corps and the Corps 
of Engineers followed the practice of re- 
ferring hospital building schedules and 
layouts to his Office for approval and 
twice during 1941 The Quartermaster 
General instructed his field agents not to 
change hospital construction plans with- 
out prior approval of the Surgeon Gen- 
eral’s Office.™ 

Centralization of the Medical Depart- 
ment’s advisory supervision over hospital 
construction did not necessarily assure 
erection of satisfactory hospital buildings. 
That depended considerably upon the 
plans used. Drawn in 1935, they were 
simply pulled “'off the shelf’ when needed. 
The medical officer (Col. Floyd Kramer) 



w'ho had helped prepare them warned the 
Surgeon General’s Office that they would 
not be entirely satisfactory, and in Octo- 
ber 1940 Colonel Hall, of the Hospital 
Construction and Repair Subdivision, in- 
dicated that he was “by no means certain” 
that they would “suit our 1940 ideas.” 37 It 
soon appeared that they did not. Hospi- 
tals built on such plans had insufficient 
space for some activities and none at all 
for others. X-ray clinics and laboratories 
were too small for use in modern medi- 
cine. Administration buildings had insuf- 
ficient space for extensive records required 
for patients and civilian employees and 
were cut up into too many small rooms for 
efficient use. Post dental work required 
more room than originally expected. Gen- 
eral hospitals needed more space for quar- 
termaster activities. Inadequate kitchens 
and mess storerooms became the source of 
frequent complaints. Offices for the medi- 
cal supply officer and the medical detach- 
ment commander, recreation buildings for 
patients and for nurses, post exchange 



■ 4 ( 1) Ltr, SG to QMG, 5 Jan 4 1. sub: Unauth 
Changes in Cantonment Hosps. . . , with 2d ind, SG 
to QMG, 14 Feb 41. SG: 632.- 1 . (2) 1st ind, SG to 
QMG, 1 7 Jul 41, on Synopsis Ltr, QMG to SG, 17 
Jul 41. Same file. (3) SG: 632.-1 (Ft F. E. Warren)N, 
1940-41 and (Ft Rosecrans) N, 1940-41. 

(1) 1st ind QM 632 C-ED, QMG to SG, 8 Feb 
41, on Ltr, SG to QMG, 5 Jan 41, sub: Unauth 
Changes in Cantonment Hosps. . . . (2) Synopsis Ltr, 
QMG to SG, 1 7 Jul 41. Both in SG: 632.-1. 

1,1 (1) Ltr QM 632 C-EP Hosp Fac, QMG to SG, 
9 Aug 4 1 , sub: Add IIosp Fac. SG: 632.-1. (2) 2d ind. 
CofAC to CofEngrs, 1 1 Aug 41, on Ltr, SG to Cof- 
Engrs, 3 1 Jul 4 1 , sub: Hosp Insp, AC Sta, 8th CA. 
Same file. (3) Ltr, QMG to Cons QMs, 8 Feb 41, sub: 
Hosp Layouts. Same file. (4) Ltr QM 632 C-EP 
(Zone VII). QMG to Zone Cons QM, Zone VII, 12 
Sep 41. sub: Revisions in Hosp Plans and Layouts. Off 
file, Hosp Cons Div SGO, “Policy File.” 

:iT (1) Lessons Learned from Planning and Con- 
structing Army Hospitals, Speech by Col John R. 
Hall, 16 Sep 43. HD: 632.-1. (2) Ltr, Col J. R. Hall 
to Col H. C. Coburn, Jr, MC, Sta IIosp Ft Bragg, 16 
Oct 40. SG: 632.-1 (Ft Bragg)N. 
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buildings, ambulance garages, and strong 
rooms for safeguarding narcotics as re- 
quired by Federal law were not included 
in existing plans. Of equal importance, 
neuropsychiatric wards for which plans 
were provided lacked sufficient strength 
and safety features to prevent patients 
from attempting escape or suicide. 18 

The question of whether to revise exist- 
ing plans completely or to make piece- 
meal changes arose in the fall of 1940. 
General Love, Chief of the Planning and 
Training Division, advocated their com- 
plete revision, but Colonel Hall demurred 
on the ground that he would encounter 
delays and difficulties in securing ap- 
proval of G-4 and co-operation of The 
Quartermaster General.' 19 That his posi- 
tion had some basis in fact is indicated by 
a controversy from August through Octo- 
ber over proposed changes for separate 
buildings. After The Quartermaster Gen- 
eral complained that requests of The Sur- 
geon General for piecemeal changes were 
delaying construction, their offices hurled 
charges and countercharges against each 
other until G-4 forbade further changes in 
standard designs without Staff approval, 
and the chief of the G-4 Construction 
Branch, concluding that further argument 
was useless, closed the controversy by 
recommending on 18 October 1940 that 
all papers pertaining to it be filed. 40 Two 
months later The Quartermaster General 
proposed a complete revision of canton- 
ment-type hospital plans, but Colonel 
Hall maintained his former position, this 
time for a different reason. “It is the 
opinion of this office,” he wrote, “that 
sufficient experience with the plants to be 
erected according to the present plans has 
not yet been had to make a complete and 
satisfactory revision possible at this 
time.” 41 



As soon as hospitals built on the 1935 
plans were received from contractors, steps 
had to be taken to correct their defects 
and overcome their deficiencies. Several 
methods w^ere adopted. One was to rear- 
range the use of space. For example, local 
commanders converted wards into X-ray 
clinics and laboratories and used the space 
vacated in clinical buildings to increase 
surgical facilities. To replace the bed ca 
pacity thus lost, The Surgeon General ob- 
tained additional wards. 42 Another meth- 
od was to modify the buildings erected. 
Changes in neuropsychiatric wards, such 
as the removal of exposed pipes, were 
made to increase the safety of mentally 
disturbed patients; and kitchens and mess 
halls w'ere enlarged by adjacent construc- 
tion. 43 A third method was to construct 
additional buildings, such as storehouses, 

:!s (1) An Rpts, 1941, Sta Hosps at Fts Knox and 
Bragg, Cps Lee, Roberts, Claiborne, and Bowie, and 
O’Reilly GenHosp. HD. (2) Memo, IG for ACofS 
G-4 WDGS 22 Apr 41, sub: Cons Defects. IIRS: 
G-4/32900. (3) Tynes, Construction Branch, pp. 16- 
18. (4) Rpt, ConfofSG with CA Surgs, 10-12 Mar 
41. HD: 337. 

;1!i Jnterv, MD Historian with Col Albert G. Love. 
27 Aug 47. HD: 000.71. 

(1) Ltr AG 600.12(8-15-40), TAG to SG, 17 
Aug 40, sub: Changes in Standard Design, with 3d 
ind, QMG to TAG. 7 Sep 40, 4th ind, TAG to SG, 
20 Sep 40, and 5th ind, SG to TAG, 8 Oct 40. SG: 
632.-1. (2) Memo. T.t Col Stephen J. Chamberlin for 
ACofS G-4 WDGS, 18 Oct 40, same sub. HRS: G-4/ 
31741. 

11 Memo. SG (Hall) for QMG, 17 Dec 40. SG: 
632.-1. 

(1) An Rpts, 1941. Sta Hosps at Ft Bragg and 
Cp Roberts and O’Reilly Gen Hosp. HD. (2) Ltr, SG 
to TAG, 7 May 41, sub: Request for Urgent Emer- 
gency Cons, and 2d ind AG 600.12 (5-7-41). TAG 
to QMG. 5 jul 41. SG: 632.-1. (3) Ltr, SG to QMG. 
14 Jul 41, same sub. Same file. 

(1) Memo. Col John R. Hall for SG. 28 Jul 41, 
sub: Rpt of Insp, 8th CA. IID: 333. (2) 2d ind. SG 
to Hq AAF. 9 May 42, on Ltr, Surg Southeast AC 
Tne Ctr to SG, 5 May 42, sub: Hosp Messes. SG: 
6327- 1 . (3) Ltr QM 300.5 C-ED(Gen), QMG to all 
Cons QMs, 21 May 41, sub: Piping — Detention 
Wards. SG: 632.-1. 




PLANNING AND EXPANDING HOSPITALS 



23 



ambulance garages, post exchanges, and 
strong rooms. 44 Finally, existing plans for 
a few buildings, such as neuropsychiatric 
wards, kitchens, and messes, were revised 
during 1941 for subsequent use, in order 
to prevent perpetuation of the process of 
building and changing. 45 

Development of a New Type 
of Hospital Plant 

In the spring of 1941 complaints were 
made in both military and civilian circles 
that the hospitals constructed not only 
lacked space for certain activities but also 
were unsatisfactory from an administrative 
and safety viewpoint. 44 Wide dispersal of 
buildings intensified administrative prob- 
lems without assuring adequate fire pro- 
tection. As early as January 1941 the 
offices of The Quartermaster General and 
The Surgeon General had agreed upon a 
program of installing draft-stops in closed 
corridors that connected different build- 
ings of hospital plants, as a fire- protection 
measure. 17 In May the Chief of the Air 
Corps secured appropriations for the in- 
stallation of automatic fire-sprinkler sys- 
tems in fifty-eight Air Corps hospitals and 
The Quartermaster General made plans 
for their installation in all other hospitals 
with 400 or more beds. By December 1941 
the installation of such systems in all the 
wards, except detention wards, and in the 
patients’ kitchens of cantonment-type hos- 
pitals became War Department policy. 48 

Meanwhile work had begun on the 
development of a new type of hospital. 
When complaints about existing plants 
were first made, Colonel Hall expressed 
The Surgeon General’s preference for 
more compact hospitals built of fire-resist- 
ant materials. 49 Soon afterward his Office 
began to collaborate with the Quarter- 



master General’s in designing such a plant. 
It consisted of buildings that were gener- 
ally two stories high with exterior walls of 
masonry and interiors of slow-burning 
materials. Such construction permitted a 
more compact arrangement of structures 
than had previously been possible. Ward 
buildings were placed opposite each other 
on a central connecting corridor permit- 
ting one diet kitchen and one ward office 
and examining room to serve two wards. 
Two-story corridors connected the build- 
ings of a hospital group, and ramps were 
placed at suitable intervals to give access 
from one story to the other. To allow more 



14 (1) Ltr, SG to Off of Budget Off, 26 Dec 40, sub: 
Supp Est, FY 1941. SG: 632.-1. (2) D/S G-4/29135- 
17, ACofS G-4 VVDGS to TAG for transmittal to SG, 
1 3 Jan 4 1. sub: Med Fac. . . . AG: 322.3 Gen Hosp 
(7—1 5—40) ( 1 ) Sec 1. (3) Ltr, SG to ACofS G-4 VVDGS, 
1 5 Mar 4 1, sub: PXs for Hosps. SG: 632.-1. (4) Ltr 
AG 600.12 (8-4-4 1JMO-D-M, TAG to CGs of all 
Depts et at., 19 Aug 41 , sub: WD Cons Policy. FID: 
600.12 1. 

,r ' (1) Ltr, SG to Cons Div OQMG, 4 Jun 41, sub: 
Plans for Ward 8 — NP Bldgs. (2) Ltr, SG to QMG, 7 
Aug 41, sub: Modification of M-16 Mess, with 1st ind 
QM 633 C-ED(Danvillr GH), QMG to SG, 4 Sep 41. 
Both in SG: 632.-1. 

4B (1) Ltr. Nathaniel O. Gould, Architect and Engr, 
Detroit, to SecWar, 27 Mar 41. AG: 600.12 (3—27— 
4 1 )( 1 ). (2) Ltr, F. A. Arnold to SG USPHS, 4 Apr 41. 
SG: 632.- 1 . (3) Ltr, CofEngrs to SG, 9 May 4 1 , sub: 
Type of Hosp Cons. Same file. (4) Memo, Exec, Asst 
OCE for Engr Div OCE, 3 May 4 1 , and Memo, Head 
Engr for Exec Asst OCE, 6 May 41, sub: Hosp Lay- 
outs. GE: 632 Pt I. 

47 Memo. SG (Hall) for QMG, 29 Jan 41. SG: 
632.-1. 

48 (1) Synopsis Ltr, CofAC to CofEngrs, 9 May 41, 
sub: Fire Prevention in Hosps, with 1st ind, CofEngrs 
to CofAC, 17 May 41, and three subsequent inds. SG: 
671.2. (2) Memo QM 632 C-ED (Gen), Design Sec 
OQMG for Chief Design Sec OQMG, 13 May 41, 
sub: Sprinkler and Alarm Systs — Hosps. CE: 671.3 
Pt 1. (3) 3d ind AG 671.7 ( 10-2 1 -4 l)MO-D, TAG 
to CofEngrs, 26 Dec 41, on Ltr QM 671 C-RU (Gen), 
QMG to TAG, 21 Oct 41, sub: Fire Protection. Same 
file. 

44 2d ind SGO 600.12-1, SG (Hall) for TAG, 16 
Apr 41, on Ltr, Nathaniel O. Gould to SecWar, 27 
Mar 41. AG: 600.12 (3-27-4 1 )( 1 ). 
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VALLEY FORGE GENERAL, A SEMIPERMANENT-TYPE HOSPITAL 



space for medical care, the width of all 
wards, clinics, and other key buildings was 
increased from twenty-five to thirty-two 
feet, and facilities that were either lack- 
ing or inadequate in cantonment-type 
hospitals were introduced or redesigned in 
plans for the new type. 50 On 6 August 
1941 the Staff authorized the construction 
of two-story, semipermanent, fire-resistant 
plants for all future hospitals.’’ Final 
drawings w r ere not completed for several 
months, and before they could be put into 
general use the United States w r as at war. 

Evaluation of Hospital 
Construction Program 

Although hospitals constructed during 
the period of peacetime mobilization did 
not ’‘even approach the ideal,” in Colonel 
Hall’s opinion the wonder was “not that 
so many mistakes w'ere made but rather 
that we have been able in a somewhat 
satisfactory' manner to meet our obligation 



to the sick and wounded.” 52 Hospital beds 
had to be provided on a scale unknown in 
ordinary times. Between September 1940 
and December 1941 the number of nor- 
mal beds (that is, those for which 100 
square feet of space each was provided in 
ward buildings) in station hospitals in- 
creased from 7,391 to 58,736 and in gen- 
eral hospitals, from 4,925 to 15,533. 
(Chart 7)1 Only in the fall and winter of 
1940-41 w as there a shortage of normal 
beds. At that time the Medical Depart- 
ment used emergency and expansion beds 
(that is, those set up on the basis of sev- 
enty-two square feet each not only in 

5 “(1) Tyncs, Construction Branch, pp. 39-40. (2) 
Ltr, SG to CofEngrs. 7 Feb 42, sub: Fire-Resistant 
Type of Hosp. SG: 632.-1. 

31 2d ind AG 632 (7-7-4 1 )MO-D, TAG to QMG 
and SG in turn, 6 Aug 41, on Ltr, SG to 4’ AG, 7 Jul 
4 1 , sub: Fire-Resistant Type of Cons for Hosp. SG: 
632.-1. 

5 - Lessons Learned from Planning and Construct- 
ing Army Hospitals, speech by Col Hall, 16 Sep 43. 
HD: 632.- 1. 



Chart 1 — Status of Station and General Hospital Beds in Continental United 

States: August 1940-December 1941 




1940 t$4l 




thousand GENERAL HOSPITALS 




* Baaed on War Department determined percentage of troop strength. 

Source: Figures for total beds, normal beds reported, and beds occupied, as of the last full week of each month, shown in Bed Status 
Reports, Health Reports Br, Med Statistics Div, SGO. 
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wards but also in porches, halls, barracks, 
and tents) and sent some patients to near- 
by civilian and Veterans Administration 
hospitals. ’ 3 It also continued a policy, be- 
gun early in 1940, of reducing the number 
of Civilian Conservation Corps and Vet- 
erans Administration patients in Army 
hospitals and in December secured War 
Department approval of a policy of limit- 
ing sharply the hospitalization of depend- 
ents of military personnel. ’ 11 In the spring 
of 1941 construction began to catch up 
with needs and after March the number of 
patients in hospitals at no time exceeded 
the total number of normal beds. (See 
Chart T) 

Hospital Administration 

Internal Organization 
and Administrative Procedures 

When mobilization began, the only 
guide to the organization and administra- 
tion of Army hospitals was an Army regu- 
lation published in the mid-1930’s. It gave 
hospital commanders much discretion in 
both fields and lacked detailed instructions 
for inexperienced officers to follow. 53 A 
more specific guide was therefore neces- 
sary. In October 1940 the Medical De- 
partment devoted an entire issue of the 
Army Medical Bulletin to an article prepared 
by Col. Charles M. W’alson, then surgeon 
of the Second Corps Area, entitled “Sta- 
tion Hospital Organization Chart, Regu- 
lations, and Medical Department Ques- 
tionnaire.” During the first half of 1941 
the Training Subdivision of the Surgeon 
General’s Office revised this article and 
the War Department issued it in July as a 
technical manual. 36 

The manual described hospital organi- 
zation in considerable detail, advocating 
the separation of activities into two major 



categories, administrative and profes- 
sional, and the grouping of professional 
activities into services composed of sub- 
units called sections. For example, the 
surgical service of a station hospital might 
contain sections devoted to general sur- 
gery, orthopedics, obstetrics and gynecol- 
ogy, urology, eye-ear-nose-and-throat dis- 
orders, anesthesia, roentgenology, and 
physiotherapy; the medical service, sec- 
tions for general medicine, contagious dis- 
eases, dermatology, neuropsychiatry, and 
detention. The manual also provided for a 
headquarters, or commanding officer’s 
staff, separate from other administrative 
units of general hospitals. In addition, it 
described the duties and responsibilities of 
staff officers, as well as important admin- 
istrative procedures, and contained check- 
lists for chiefs of services to use in measur- 
ing the efficiency of operations. While it 
was somewhat more specific than the 
Army regulation governing hospital ad- 
ministration, this manual also gave local 
comman ders considerable autonomy. 
( Chart 2 ) 

5,i (1) An Rpts, 1941, Sta Hosps at Cps Beauregard, 
Shelby, Blanding, Custer, and Roberts, and Fts Leon- 
ard Wood. Sill, and Bragg. HD. (2) AR 40-1080, par 
2 n (1), (2), and (3), 31 Dec. 34, and C 2, AR 40-1080, 
par 2 n (1), (2), and (3), 16 Mar 40. (3) Ltr, CO Sta 
Hosp Ft Snelling to Surg 7th CA, 9 Sep 40, sub: Auth 
to Reduce Floor Space. . . , and 3 inds. SG: 
632.-1 (Ft Snelling)N. 

34 (1) Rpt. ConfofSG with CA Surgs. 14-16 Oct 
40, and 10-12 Mar 41. HD: 337. (2) Memo, ACofS 
G-4 WDGS for CofSA, 5 Dec 40, sub: Reply of 
SecWar to VA. HRS: G-4/2890 1-1 7. (3) Ltr, SG to 
TAG. 28 Nov 40, sub: Med Care for Dependents 
... and cy Ltr AG 702 (11-28-40) M-A-M, TAG 
to CGs of CAs and Depts and COs of Exempted Stas, 

1 8 Dec 40, same sub. HD: 701.-1. 

33 AR 40 590, 21 Nov 35, The Admin of Hosps, 
Gen Provisions. 

36 (1) Army Medical Bulletin, No. 54, (1940). (2) TM 
8-260. Fixed Hosps of the MD (Gen and Sta Hosps), 
Jul 41. (3) Memo for Record on D/S G-3/44468, 
ACofS G-3 WDGS to TAG, 1 7 Apr 41, sub: TM 
8-260. AG: 300.7 TM 8-260 (4- 1 5-4 1 ) ( 1 ) . 



Chart 2 — Hospital Organization as Suggested by TM 8-260, July 1941 
















































